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 Y 000 Initial Comments  Y 000

This Statement of Deficiencies was generated as 

a result of the annual State Licensure survey 

conducted at your facility on 8/29/08.  

The facility is licensed as a residential facility to 

provide care for 6 Category 2 Elderly or Disabled 

persons.

There were no complaints investigated during the 

survey.

No one answered the door at the facility.  The 

telephone number listed on the application was 

disconnected.

Please contact the Bureau of Licensure and 

Certification (BLC) at 486 - 6515 regarding the 

status of the operation of your facility.  

If you are continuing operation, an annual survey 

is mandatory in order to maintain your licensure.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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